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Introduct ion 
Postoperative infection of an abdominal aortic graft is 
one of the most serious complications ofaortic surgery 
and delay in diagnosis and treatment is associated 
with decreased survival. ~ In a majority of patients, 
there is a relatively long time interval between graft 
replacement and clinical appearance of infection and 
the clinical signs may be minimal. An early diagnosis 
is sometimes very difficult and challenging, even with 
the help of modern diagnostic modalities. Although it 
is generally agreed that the only reliable way to 
exclude infection is exploratory laparotomy, this deci- 
sion may be very difficult especially in a patient with 
only minimal signs. Recentl)~ we were referred a 
patient with a history of abdominal aortic aneurysm 
(AAA) repair, who had suffered only a few episodes of 
transient spiking fever. It was possible to confirm the 
diagnosis of graft infection by a direct brushing and 
culture of the luminal surface of the graft with the use 
of a bronchial brush. 
Case Report  and Technique 
A 57-year-old man was referred to our hospital for the 
diagnosis and treatment of a possible abdominal aortic 
graft infection. In January 1989, he underwent an 
emergency AAA repair with bifurcated Dacron graft 
in another institution. The postoperative course was 
uneventful and shortly afterwards he returned to 
work. In June 1991, he experienced an episode of high 
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Fig. 1. Body temperature and results of blood culture. The results in 
parentheses are those from the bristle of bronchial brushing 
apparatus. 
fever and rigors lasting only a few hours. Six and eight 
months later, he experienced a similar episode. In 
April 1992, he experienced another febrile episode and 
underwent investigation to rule out graft infection in 
the other institution. The findings of all investigations 
including CT scan, MRI, gallium scan and angio- 
graphy were unremarkable except one positive blood 
culture (Enterobactor cloacae). 
Subsequently, he was referred to our hospital and 
physical examination revealed no abnormalities. 
Serial blood cultures were performed after admission 
and two cultures were positive for Streptococcus and 
Peptococcus, respectively, as shown in Fig. 1. To 
confirm the focus of bacteremia, n attempt was made 
to collect a specimen for culture directly from the 
1078-5884/95/010114 + 02 $08.00/0 © 1995 W. B. Saunders Company Ltd. 
Abdominal Aortic Graft Infection 115 
infection was confirmed and elective surgery sched- 
uled after controlling the fever with minocyclin. 
Bilateral axillofemoral bypass with 10 mm externally 
supported PTFE graft was performed prior to lapar- 
otomy. There was no apparent abscess or fluid 
collection around the graft. However, a portion of 
jejeunum was tightly adherent to the right limb of the 
graft and it was impossible to separate it without 
opening the intestine. The area of the graft covered by 
the intestine was bile-stained confirming raft enteric 
erosion (GEE). The entire graft was then removed in 
the usual fashion and the harvested graft was free of 
apparent pus or gross contamination. The post- 
operative course was uneventful and until present (10 
months postoperatively), he has been free of any 
episode of sepsis and has returned to his previous 
work. 
Discussion 
Fig. 2. Digital subtraction a giography demonstrating thelocation 
of the bifurcated Dacron graft, GEE (graft-enteric erosion) and the 
brushed area. 
luminal surface of the graft. A small calibre bronchial 
cytology brush (WILSON-COOK CYTOLOGY 
BRUSH BCB-5-120-3) was introduced through acathe- 
ter placed in right femoral artery. Under fluoroscopy, 
the brush was placed in the graft and the luminal 
surface indicated in Fig. 2 was brushed a few times. 
Immediately the bristle was pulled into the sheath and 
the entire brushing device gently extubated. The 
bristle was gently washed in sterile saline and the 
solution cultured. A few hours after the procedure, the 
patient suffered from spiking fever and serial blood 
culture was performed. As shown in Fig. 1, the 
specimen from the brush contained four different 
kinds of bacteria, one of which was comparable with 
the one isolated in other institution. Also the blood 
culture taken immediately after the procedure was 
positive for three of the same bacteria. Thus, graft 
In the present case, graft infection was suspected 
because of the history of AAA repair, spiking fever of 
short duration and one positive blood culture of 
enteric bacteria. Although there was no positive 
confirmation using various conventional diagnostic 
procedures, it was possible to confirm the graft 
infection by the present method, which has not been 
documented before. A percutaneous needle aspiration 
of a perigraft collection under ultrasound or CT guide 
has been advocated 2 but this procedure is potentially 
hazardous and it is not indicated in a patient without 
a perigraft collection as in the present case. The 
method escribed here is simple and safe and even if 
fever is provoked by the procedure, it reinforces the 
evidence of a graft infection. In conclusion, percuta- 
neous intraluminal brushing of a graft is a useful 
diagnostic test in cases with suspected graft 
infection. 
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